ticipated in care of these patients in a makeshift arrangement, observed a high prevalence of pressure ulcers in the patients. After obtaining necessary authorizations, a makeshift SCI rehabilitation center was established in the DHQ hospital under the auspices of the department of medicine. This center remained functional from November 1, 2005 , to April 30, 2006 . A description of the care model implemented in this makeshift rehabilitation center compared with previous arrangements is given. The observations were made during a period from October 8 to December 24, 2005. The study was approved by the institutional review board of the Rawalpindi Medical College and the DHQ hospital.
It was observed that this care model improved the provision of health care resources to SCI patients compared with those previously available. Additional paramedical staff was recruited temporarily by the funds made available by different nongovernmental organizations (NGOs). The center was coordinated by a senior medical officer from the department of medicine. Visits of surgical, medical, and urological specialists were regular in contrast with previous arrangements whereby they were contacted only when a call was made by an attending physician (Table) . All patients were systematically trained in bladder care. A physiotherapist from the Armed Forces Institute of Reha- Physical resources such as specialized beds, wheelchairs, and crutches were provided to all patients, which was not the case before. A rehabilitation gym was established within the ward in which regular rehabilitation exercises were carried out. Moreover, protein meals were provided to all patients 3 times a day. Funding for all of these additional resources was provided by NGOs.
Daily progress of all SCI victims was collected in this center by medical residents. More than two thirds of the patients (65 [70%]) had surgical interventions (spinal fixation), whereas the others (28 [30%]) were managed conservatively. Prognosis of SCI was measured daily from admission to discharge by a consultant physician using the American Spinal Injury Association impairment score. 10 During the period from November 1 to December 24, 2005, an improvement in injury score was observed in 36 of 93 patients. In 14 patients, pressure ulcers developed, only 1 was grade 4. One patient had deep venous thrombosis, whereas the single death that occurred in the defined period was due to pulmonary embolism.
In this care model, coordination among the different services was an important element. Direct involvement of a member of the department of medicine as the coordinator was paradoxical because patients were admitted primarily because of surgical conditions. However, resource limitation in such an extraordinary situation was the major reason for these arrangements. Our experience showed that this may have benefited victims and the health care system in following ways: (1) relieving surgeons to take care of patients with other types of injuries and (2) identification of medical conditions that are frequently fatal in patients with SCIs, such as pneumonia, respiratory problems (atelactasis), heart disease, subsequent trauma, septicemia, and deep venous thrombosis. 11 It is possible that regular visits of surgical specialists might have prevented emergent surgical conditions such as pressure ulcers, wound infections, and urinary tract infections in SCI patients. 12, 13 However, it is difficult to draw such conclusions on the basis of available data. Nevertheless, establishment of this center provided a forum for offering rehabilitation services in a resource-poor setting.
14 Indeed, this center facilitated engaging volunteers to care for patients and procuring required rehabilitation material from NGOs. Similarly, psychological and social services, which are essential in SCI rehabilitation, were provided to patients under the auspices of this center. 15 These observations showed that necessary arrangements could be made to meet the needs of an overwhelming number of SCI patients. Several lessons can be learned from implementation of this care model. When SCI rehabilitation centers become saturated after such disasters, it might be useful to consider establishing makeshift rehabilitation centers. Furthermore, it is appropriate to establish such centers in the nearest available tertiary care centers. Finally, a coordinating body is necessary to ensure timely availability of multiple health care services.
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